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Abstract
Efforts to transform the mental health service delivery system to a more consumer-driven and
recovery-orientated approach has its roots in a somewhat radical anti-psychiatry and civil-rights
movement dating back to the 1970s. This grass-roots effort gained momentum and credibility with
Harding’s landmark study published in 1988 followed by the work of Anthony et al. from Boston
University in beginning to define the term ‘recovery’ In 1998 the Office of the US Surgeon
General issued its first report on mental health, and this critical view of the shortcomings of the
existing service system set the stage for the 2003 President’s New Freedom Commission and its
recommendations for recovery-orientated systems transformation. The recovery movement has
evolved from a more radical view in the early days, to participatory involvement in systems, to
returning to alternative models of care that are more independent. Now as more peer specialists
work in systems, there is an increased emphasis on non-medical alternatives and the cycle
continues. Regardless, recovery, self-determination, choice, etc. are always at the centre. This
paper notes the interesting cycles of recovery-orientation and how they spin around the values/
tenets of the movement’s early roots.

Introduction
It has been argued that mental health treatment has evolved, especially over the past half-
century through incremental steps, guided by scientific advances, driven by an ideology of
recovery, community integration, and service user empowerment (Goldman et al., 2008). At
the same time, individuals with a diagnosis of a mental illness too often feel that they have
been labelled and given a message by the treatment system and their providers of
hopelessness about their lives, unending disability and inevitable deterioration; the goal of a
meaningful life as an integrated member of the community still has not yet been achieved in
a real way for many people. Understanding the disparity between professional perspectives
and the experience of consumers can perhaps provide the most accurate history of recovery
in the USA. That understanding builds on consumers’ first-person accounts of hearing
critical and limiting messages from providers, family members and society at large,
overcoming challenges posed by a treatment system that views them as disabled, and finding
their own voice and vision for recovery for themselves and their peers.
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The outcomes that have traditionally been valued in the US mental health system are those
related to reduction of symptoms and improvement in functioning. Symptoms and
functioning are not incompatible with recovery, but models of recovery as an outcome
challenge many traditional values of psychiatry (Corrigan et al., 2004). The first studies that
challenged the prevailing wisdom as well as public perception and provided clear evidence
of recovery from mental illness were published in the 1980s by Courtenay Harding (Harding
et al., 1987). These findings have been validated by many other studies such as the paper by
Calabrese and Corrigan (2005) showing that recovery does occur for a large percentage of
people diagnosed with schizophrenia, which is often regarded as the most serious of all
mental disorders. Using both measures of psychosocial functioning (e.g. employment and
residential status) and symptoms/psychopa-thology, these studies demonstrate the ability of
some people to lead a fulfilling life despite the persistence of symptoms or having remission
of symptoms (NFC, 2003).

Shifts in policy have been informed by the perspective and experience of the individual;
Arthur Frank (1995) describes three forms of narrative that tell the story of recovery from
illness. The first is the ‘restitution narrative’ in which the person tells their story by framing
the course of their illness as a return. The second is the ‘chaos narrative’,which is difficult to
tell because the person is in the midst of their illness, and imagines never getting better. The
person cannot see their recovery, although it may exist. The third narrative style that Frank
describes is the ‘quest narrative’ and is the fundamental basis for the development of the
recovery movement in the USA. The quest narrative endows the person with the fortitude to
challenge their suffering, learn from it, and use their experience to their advantage. The
quest narrative is the one that gives the person voice to tell their individual story. This makes
the quest narrative like the rising of the phoenix – the symbol of reinvention (Frank, 1995).
The quest makes you more than you have been, having been ‘interrupted’ by mental illness,
and opening oneself to becoming a better, healthier, more empowered person.

It has been said that an acceptable definition of the concept or experience of recovery was
most formally established in the 1990s by Anthony (1993) as follows:

[recovery is] a deeply personal, unique process of changing one’s attitudes, values,
feelings, goals, skills and/or roles. It is a way of living a satisfying, hopeful, and
contributing life even with limitations caused by the illness. Recovery involves the
development of new meaning and purpose in one’s life as one grows beyond the
catastrophic effects of mental illness. (p. 527)

This is similar to the timeline of the development of the recovery concept in New Zealand
and other countries (O’Hagan, this issue, pp. 56 – 63).

However, there is good evidence that an understanding of recovery has existed for even
longer in the USA’s consumer movement. The mental patients’ liberation movement grew
up around deinstitution-alization in the late 1960s and 1970s. People who had been
institutionalized and labelled as mentally ill began to organize to assert and protect their
civil rights as people and as patients. They felt oppressed by the traditional, historic mental
health system, most prominently institutional ‘care’, but also by the power dynamic between
many mental health professionals and themselves (Chamberlin, 1990). The mental patients’
liberation movement sought to establish alternatives to what was cast as a paternalistic
mental health system so that ‘rather than becoming passive recipients of institutional “care” ,
troubled people would be helped to see the strong and positive aspects of themselves as
they, in turn, help others’ (Chamberlin, 1978, p. 19). Judi Chamberlin’s book, On Our Own
(1978), was seminal in defining and describing the movement, its foundations, and its
objectives. This has been viewed by some as part of a larger civil rights and advocacy
movement for people with a wide range of disabilities and challenges.
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The movement by people with mental illnesses has been divided within itself by an
orientation toward, or against, psychiatry; from that the self-assigned labels of
‘consumer’ ,’survivor’ or ‘ex-patient’ (often abbreviated as c/s/x) have emerged.
Traditionally in psychiatry, a ‘good’ patient was a person who complied with treatment as
prescribed by a doctor or other professional, acknowledged their disability as life-long, and
accepted their dependence on a system that provided increasingly limited benefits and
services that seemed to foster disability rather than promote the potential to return to a full
life in the community. As consumers began to challenge these views, a vision of recovery
developed, and recovery-orientated systems, self-directed care and shared decision-making
became essential issues of advocacy as well as research and policy priorities.

The Mental Patients’ Liberation Movement (who called themselves ‘ex-patients’ ) were very
much influenced by the anti-psychiatry movement that began in the 1960s by professionals
that held the belief that psychiatry was making people worse, not better (McLean, 2000).
The first efforts to restructure the mental health system were led by professionals including
Thomas Szasz, R.D. Laing, and Thomas Scheff, among others (Tomes, 2006). There were
multiple theories offered to explain this: Szasz was a psychiatrist who said that mental
illness was a ‘myth’ (and really constituted ‘problems in living’ ) which was invented by the
‘pseudoscience’ of psychiatry (Szasz, 1974). Laing, also a psychiatrist, took existential
philosophy and applied it to mental illness, and believed that schizophrenia was a ‘split’ in a
person’s relationship with the world and with oneself, and that people should be allowed to
experience their ‘insanity’ (Laing, 1962). Scheff was a sociologist who was a proponent of
labelling theory, which said that mental illness was a social role created by diagnosing
people (Scheff, 1966).

Anti-psychiatry was a movement of intellectuals, not patients, that joined the other
movements of the 1960s in challenging the establishment (Rissmiller & Rissmiller, 2006).
The modern day consumer movement denies most likeness to the anti-psychiatry movement
(Van Tosh, 2006). Yet, both can be considered civil rights movements, and link their
emergence to others including the gay pride movement and the women’s liberation
movement amongst others. People labelled with mental illness felt that they were victims of
‘mentalism’ – fear of and prejudice against people with mental illness (Chamberlin, 1978).
In the mental health liberation movement there was a bifurcation between two groups: those
who identified themselves as ‘consumers’ were somewhat more accepting of the traditional
‘medical model’ of treatment and tried to influence the established mainstream system. In
contrast, the survivor movement was dedicated to developing alternatives to the traditional
mental health system (McLean, 2000). Despite those fundamental differences, both groups
rejected the politics of psychiatric control over people with mental illnesses; the consumer
movement rejected it in favour of a more collaborative approach with mental health
professionals (Van Tosh, 2006).

Beginning in the 1970s, consumers claimed their right to special insight into the system and
into the experience of mental illness (Tomes, 2006). Although there were early peer support
groups that organized around the notion of recovery from mental illness (Barker, 2003), the
c/s/x movement did not really exist until deinstitutionalization, when a significant number of
people who had been held for extended periods in state hospitals began to be discharged and
returned to communities (Goldman et al., 1983). The subsequent influence of consumers has
been a consequence of deinstitutionalization, and should not be mistaken as a driver of that
policy (Tomes, 2006). Since that time, the consumer movement has tried to be a powerful
interest group in the development of mental health policy. While people have come together
for a common purpose, each individual remains free to choose their own label based upon
their own experience and perspective. Fragmentation in ideology between ‘ex-
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patients’,’survivors’,and ‘consumers’ is minor enough to allow them to be united in
promoting empowerment and equality for people with, or labelled with, mental illnesses.

As the mental health system attempted to respond to calls for patients’ rights and reform, in
many ways, people with mental illnesses felt a sense of ‘co-optation ‘of their fight for a
more just system (Brown, 1985). They rejected the support of professionals and even
government funding at first because of a wariness about co-optation (McLean, 2000). The
degree to which mental health professionals and non-consumers, particularly family
members, should be involved in consumer efforts is one issue that has at times divided
survivors and consumers (Tomes, 2006). One distinction between the groups is that
consumers fought for the right to treatment, while ex-patients fought for the right to refuse
treatment – both reflected in the judicial actions of the time, including landmark cases such
as Wyatt versus Stickney (1971) and O’Connor versus Donaldson (1974). Consumer
involvement in policy and service delivery has always been essential to the recovery
ideology. The Community Support Program (one of the earliest forms of community-based
care) involved consumers, who expressed hope for new systems that would be consumer
orientated (NIMH, 1982, pp. 11 – 13); Other consumers at this time expressed their rejection
of the mental health profession which had caused them so much anguish (NIMH, 1982, pp.
34 – 35). Regardless, this was the first time that consumers began to have a seat at the table
and more of a voice in the mental health system.

During this same period, the efforts of families to assert their own sense of improved mental
health services led to many conflicts with the consumer and anti-psychiatry movements. The
family movement spawned the National Alliance for the Mentally Ill (NAMI), an advocacy
group which became much more financially and politically powerful than the consumer
movement. NAMI’s support of a biologically based explanation of mental illness as well as
forced treatment for consumers if necessary were points of profound difference (McLean,
2000). This created many ideological conflicts between family members and consumers.
While there was much interaction between different interest groups approaching the same
problem with similar goals, they became somewhat divided into different factions based on
identity (e.g. intellectual, mental health professional, consumer, ex-patient, legal
professional, etc.).

The consumer movement continued to grow over the 1980s and 1990s, and is seen by some
as really coming of age during this period (Manderscheid, 2008). ‘Alternatives’ a national
conference for consumers intended to be the start of a nationwide consumer organization
was first held in 1985 (McLean, 2000). Alternatives is now held annually, and is the largest
national congregation of consumers in the USA. These early efforts to organize the
consumer movement benefited from support by the federal Substance Abuse and Mental
Health Services Administration (SAMHSA) but the ongoing role of this agency has
diminished as it became increasingly marginalized and underfunded (McLean, 2000).

The Surgeon General’s report on mental illness in 1999 was the first national policy
document to assert that recovery in mental illness is possible, that it should be the focus of
services, and the existing system would require substantial changes in order to meet these
goals (Office of the Surgeon General, 1999). In 2003, under an Executive Order from then
President George Bush, the New Freedom Commission (NFC) was formed to provide a
thorough assessment of the country’s mental health treatment needs and service delivery
system. The Commission found that the system was ‘fragmented’ and ‘in shambles’ and
called for a ‘fundamental transformation’ of the mental health system (NFC, 2003).
Recovery was defined by the Commission as ‘the process in which people are able to live,
work, learn, and participate fully in their communities’ (NFC, 2003, p. 5). Recovery has also
been defined by the SAMHSA as encompassing hope, empowerment, self-direction,
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individualization/person-centredness,holism,peer support, a focus on strengths, respect,
responsibility, and the right to a non-linear recovery journey (SAMHSA, 2004). The NFC
report included six goals and 19 specific recommendations; perhaps the most important,
Goal 2, called for the mental health system to be consumer-driven, and clearly supported a
recovery vision and recovery-orientated systems of care. However, although other countries
have had similar commissions that were translated into action plans for mental health
systems (Piat, this issue, pp. 19 – 28) the NFC report and the idea of transformation were
never systematically operationalized and the recommendations implemented across state
systems.

The call for transformation of the mental health system garnered support from virtually all
stakeholder groups including consumers, family members, professionals and researchers,
state mental health agencies, and along with the executive and legislative branches of the
federal government. However, the concept of transformation was ephemeral to most people
and the central goal of recovery proved diffi cult to define and understand (Davidson et al.,
2006). Transformation really calls for a fundamental if not paradigmatic change in the
infrastructure and performance of the mental health system. Such an effort requires the
involvement of all stakeholders, most importantly consumers, and at the same time it is
difficult to envision. How do we see a system that is not fragmented when it has always
been so? How do we know consumers are adequately involved when they have always been
marginalized? How do we define recovery-orientation when each individual, despite
‘consensus’ among ‘experts’ (SAMHSA, 2004), must define recovery for themselves?
These are questions that a transformed system must ultimately answer if the changes are to
be made successful and responsive to stakeholder expectations.

Still, there is not a complete alignment of consumer and provider perspectives and
understanding. The provider community tends to see recovery as conforming to a restitution
narrative as described earlier – the expectation is that individuals diagnosed with a mental
illness should return to their former role and functioning. For most consumers, however,
recovery comes from a quest narrative. It was the ability of consumers to begin to be able to
communicate a recovery narrative to the larger community that helped legitimize recovery
as a personal and political motivation for change. From this perspective, recovery not only
embodies the notion that a person has their own quest narrative about self-hood and
wellness, but also the implicit expectation to engage in full citizenship. The substance abuse
field has acknowledged the importance of citizenship in recovery, as has Alcoholics
Anonymous, which requires giving back to the community as peers as the 12th step of
recovery. From this perspective, engagement in society and citizenship are essential for
recovery and wellness. It remains unclear what role, if any, the formal service delivery
should play in this personal process of growth and change.

It is perhaps noteworthy that the mental health field does seem to have a well developed and
equivalent concept of responsibility to society or peers to make a difference in the world
beyond the notion of taking responsibility for one’s own recovery. As a field, there has been
limited discussion of the responsibilities of citizenship, although people seem to be quick to
debate the privileges. An article by Ware and Hopper (Ware et al., 2007) about individuals
with psychiatric disabilities states:

Historically, the rights of persons with psychotic illness have been restricted on the
grounds of mental incompetence, reducing them to second-class citizens or citizens
of programs serving ‘special populations‘. On the same grounds, they have been
exempted from social and personal responsibility.

Perhaps examining these dimensions of the recovery concept will come to shape values,
attitudes, expectations and practice over the coming decade as the US mental health system
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continues to evolve and better understand the complexity of recovery both for the individual
as well as the service delivery system and the society as a whole.

Where we are today: Continued progress and challenges
Across the USA, there is a growing consensus among all stakeholders that recovery is the
essential outcome of care/services and that recovery-orientated systems must include some
specific key structures and processes to support those outcomes (Davidson et al., 2006;
Onken et al., 2003). This is not unlike what occurred in Australia, where recovery moved
from being an individualized experience well understood by consumers to becoming part of
national policy (Oades, this issue, pp. 5 – 10 ) , In the USA the term ‘stakeholders’ is meant
to include consumer groups (e.g. National Coalition on Mental Health Recovery), family
members (e.g. National Alliance on Mental Illness (NAMI)), rehabilitation providers (e.g.
United States Psychiatric Rehabilitation Association (USPRA)), and state mental health
authorities (e.g. National Association of State Mental Health Program Directors
(NASMHPD)). Today, all of these stakeholders and their respective organizations work to
promote mental health recovery as evidenced by their mission statements, their websites and
advocacy activities. There has been some concern that the mental health professions have
not been fully supportive of recovery practice as reflected in their education and training.
Recently the Ameri can Psychiatric Association, the American Psychological Association,
the American Psychiatric Nurses Association, and the Council for Social Work Education
were all awarded SAMHSA grants to develop training materials to adopt ‘Recovery into
Practice’. Therefore, the provider perspective is changing, and with more workforce
training, a recovery-orientated approach and a new set of treatment expectations may
become a basic component of education for providers, and hopefully increase ‘buy-in’ by
these stakeholders as well.

That recovery exists, as defined by the SAMHSA National Consensus Statement
(SAMHSA, 2004) and the New Freedom Commission(NFC, 2003) is now not really a
debate. Much of the principles, vision, and values of recovery are supported in the aim of the
Institute of Medicine’s Improving the Quality of Health Care for Mental and Substance-Use
Conditions report of patient-centredness as a quality indicator in mental health treatment
(IOM, 2006). Patient-centred care and shared decision-making can be seen as synonymous
with recovery practice as it includes tailoring care to individual needs, respect for patients,
and focusing on the individuals’ quality of life, goals and wellness in the context of their life
as a whole person (Adams & Grieder, 2005).

In 2012, people feel empowered; they have hope; they want individualized and person-
centred care. Recovery-as-practice is moving into traditional services. However, the public,
and some provider groups, may hold on to stigma that projects the belief that recovery from
serious mental illness is not possible, or is simply defined as symptom remission and return
to full functioning. The American Psychiatric Association has adopted a position statement
on recovery that includes many essential elements, but also includes a remaining focus on
coping and symptoms: ‘ The concept of recovery focuses on increasing the patient’s ability
to successfully cope with life’s challenges and to successfully manage their symptoms’
(APA, 2005). On-going stigma is an issue that consumers, providers, family members, and
other supporters of recovery have to refute. Promoting the idea of recovery as defined here
should be a public health priority in order to overcome stigma, and to validate the idea of
using recovery as a goal for clinical and community-based services. If we do not have
funding, public support, and workforce training geared toward recovery, then it makes it
difficult to promote recovery consistently and across settings.
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However, around the world, there is an increasing demand from policy-makers, payers,
regulators and patients for empirical proof of efficacy and effectiveness in all of medical
practice. Against this backdrop, the lack of a definition for recovery beyond an
individualized process, and the challenges in quantifying and evaluating outcomes, is a
problem that has the potential to limit further advances in recovery-orientated research,
policy and practice. Yet, individuals who have experienced recovery do not doubt its
existence or the meaning of the recovery journey (Nielsen-Bohlman, 2004).

Some of the lack of empirical data supporting recovery is due to the lack of research on
recovery-orientated services and studies using recovery as an outcome (Chamberlin cited in
Campbell-Orde et al., 2005) and more research is needed if the gains of the past are to be
sustained and advanced. One challenge is the fundamental divide and difference of opinion
in the mental health field about what outcomes should be a priority for researching and
evaluating mental health services, with recovery often falling short (Wallcraft, 2009;
Wallcraft & Nettle, 2009). At the same time, multiple reports have been issued in the past
decade which indicate that recovery-orientated systems and services are essential (Carroll et
al., 2006). The Institute of Medicine’s Quality Chasm series (IOM, 2006) points to service
improvement needs and the President’s New Freedom Commission on Mental Health (NFC,
2003) details the needed policy changes(Carroll et al., 2006). These reports indicate that
consumer involvement is essential to improved service systems and outcomes, and reflect
recovery values in many of their findings and recommendations (Carroll et al., 2006).

There is a common saying in the consumer movement about recovery: ‘We are the
evidence’ (NCMHR, 2011). There are layers to the meaning of this: The first is that the
construct of recovery needs no definition or measurement in order to be ‘true’.Individuals
have lived it and know it from a perspective that only requires an experiential understanding.
The second layer is the capacity of consumers to have a dialogue with one another to
discover and begin to label common elements in their individual and collective experience.
The next layer requires consumers who have experienced recovery to communicate their
knowledge to providers, family members, and others they interact with on an interpersonal
level. The final layer is a definition of recovery that can be clearly articulated and quantified
as a measurable construct. This multi-layered understanding of recovery from implicit
understanding to measurable construct has implications for how we design research studies,
develop and implement services as well as how we shape our expectations and standards.

We have more opportunities than ever to expand recovery-orientated practice and
alternatives to traditional mental health services. Predictive validity is hard to establish
between recovery-orientated systems (or any mental health services/systems) and recovery
outcomes. Consumers acknowledge this:

Formal services may or may not support or influence recovery. Some people
recover without formal services, some people recover despite poor services, while
others attribute recovery, in part, to formal services. The role that formal helping
systems play in recovery must be placed in the context of other factors that support
or hinder recovery. (Onken et al., 2002)

Because individuals have experienced recovery despite many of the traumas and abuses of
the mental health system, it could be argued that formal systems are not always needed to
foster recovery. Research has shown that recovery can be independent of the mental health
system (Bernard, 2000).

Another characteristic of the consumer movement and recovery practice in the USA today is
reflected in the growing acceptance and value of self-help and peer support services – both
those that are provided in traditional mental health service settings alongside providers, and
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in independent peer-operated programmes. Peer support is a process of bringing mutual
support and shared responsibility for recovery to relationships between peers with lived
experience of mental health recovery. Peer support is one of the ten components of recovery
identified by SAMHSA. They define peer support as: ‘including the sharing of experiential
knowledge and skills and social learning … Consumers encourage and engage other
consumers in recovery and provide each other with a sense of belonging, supportive
relationships, valued roles, and community.’

The Centers for Medicare and Medicaid (CMS) is the federal agency responsible for the
USA’s public insurance safety net for the elderly, poor and disabled. CMS has demonstrated
increasing support for the use of such services under state Medicaid plans (Mann, 2010), and
has issued guidance for the development and implementation of peer support services in
recent years (Smith, 2007). A recent letter to state Medicaid directors states:

[Peer support] is an evidence-based mental health practice that States may use to
expand opportunities for meaningful community inclusion. Qualified peer support
providers assist individuals with their recovery from mental health and substance
use disorders. CMS recognizes that the experiences of peer support providers can
be an important part of effective treatment systems. (Mann, 2010, p. 5)

This statement speaks to the use of trained and state-certified peers, often referred to as
certified peer specialists (CPS) in traditional mental health service settings. Twenty-five
states now have reimbursement mechanisms for CPSs under Medicaid (Daniels et al., 2010).
Medicaid is one of the largest payers for mental health services in the USA (NAMI, 2010).
However, there are some drawbacks to Medicaid coverage of peer specialists, notably the
need for peers to be supervised by a ‘mental health professional’ and the possible
medicalization of peer support (Hermann et al., 2004).

The other venue for peer support is through peer-operated programmes and organizations. It
is estimated that there are thousands of peer support organizations in the USA (Goldstrom et
al., 2006). Mental health peer-operated organizations have been defined as ‘programs,
businesses, or services controlled and operated by people who have received mental health
services. With limited exceptions, staff also consists of people who have received mental
health services (Goldstrom et al., 2006, p. 95). Most peer-operated organizations engage in
advocacy, provide a venue for mutual support groups, do community outreach, and offer
opportunities for social and recreational activities (Goldstrom et al., 2004). Studies of expert
opinion on critical ingredients of peer-operated MH organizations show that promoting the
belief that recovery is possible is rated most essential for the organizations’ fidelity to the
model (Holter et al., 2004). This makes them unique from traditional mental health services.
Recently, the SAMHSA established consumer-operated service programmes as an evidence-
based practice, and released the Consumer-Operated Services Evidence-Based Practices
Toolkit (Campbell, 2009).

Peer support plays an important role in the continuum of recovery-orientated care for
individuals with mental illnesses (NFC, 2003; Office of the Surgeon General, 1999). More
informal mental health peer support has existed since the 1970s (Chamberlin, 1978), but
only within the last decade have trained peer support specialists and peer-operated
organizations blossomed into an integral part of our public mental health service system.

However, some are concerned about professionali zing peer support services.
Professionalizing peer support means becoming certified, operating under state standards,
partnering with traditional providers, and accepting reimbursement conditional on medical
necessity from managed care companies. More peers are becoming certified and working as
CPSs in traditional settings, peer-run service organizations are proliferating, and yet peers
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may want to maintain the grassroots and organic nature of peer support. Some believe this is
not necessarily the best path for the consumer movement:

Indeed, some consumers believe that professionalization and the adoption of new
practices essential for partnering with traditional mental health systems present a
threat to the future of peer-run programs in general. (Bagby et al., 1995)

There are risks and benefits to the quality and integrity as a source of recovery support if
peer support becomes more integrated in the service system.

Future trends: Opportunities and threats
With the 2010 passage of the Patient Protection and Accountable Care Act (ACA – also
known as the healthcare reform law) the entire health service delivery system is poised for
unprecedented change. The Act is a large and far-reaching attempt to substantially reform
the overall US healthcare system. The ACA has provided our healthcare system with the
opportunity for significant reforms in quality of care, cost-containment, and models of
service delivery. One predictable outcome will be the expansion of Medicaid — a federal
and state partnership providing health insurance and bene-fits largely to the poor and
disabled. Medicaid is expected to be one of the key strategies for insuring the large segment
of the population who now have no coverage. However, there are no crystal balls and yet
pending judicial review and decisions by individual states may substantially alter plans for
implementation of the law.

Undoubtedly, healthcare reform will have an impact on recovery-orientated practice. The
most important parts of the ACA for mental health will be provisions relating to health
homes, integration of physical and behavioural healthcare, wellness promotion grant
programmes and activities, emphasis on shared decision-making, and expansion of Medicaid
(Leaf et al., 2012). Although the implementation of these components is as yet unclear, it is
unquestionable that they will impact mental health services. While these are changes
welcomed by many, there is real concern that there will be a ‘re-medicalization’ of mental
health and the values and principles of recovery practice will get lost in the process. Worse
yet, is the concern that funding focused on recovery-orientated practice in the specialty
mental health system may be lost or redirected into general healthcare.

It is clear that peer-operated organizations and other peer services have succeeded in mental
health because peers are in a unique position to promote recovery and wellness through
lived-experience approaches to support individuals with mental disorders that are based on
empowerment, self-direction, and mutual relationships. However, little is known about how
they will adapt to healthcare reform. Expansion of Medicaid may be one of the greatest
challenges for peer-run organizations. Peers may be resistant to facets of Medicaid
participation such as losing the mission of promoting recovery under a non-medical model
by complying with medical necessity criteria, and the fear that peers will have to sacrifice
their role as advocates for recovery-orientated alternatives (Adler et al., 2010).

The Assistant Secretary for Planning and Evaluation (ASPE) estimates that 5.4 million
individuals with a mental health or substance abuse disorder will gain insurance coverage
through Medicaid expansion (Donohue, 2010). The ACA also promotes the integration of
mental and physical health and wellness in anticipation of the needs of this newly eligible
but untreated population. This has led to more discussions about programmes that promote
physical wellness as an important component of recovery.

The mental health field and recovery practice may have something special and unique to
offer to the larger healthcare enterprise. Drawing from the work of Wagner and others, there
is increasing recognition of the importance of self-management in promoting successful
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overall health outcomes, and the mental health field has come to learn about the unique
value and contribution of peers in promoting engagement, understanding and motivation
towards better selfcare and outcomes (Coleman et al., 2009).

The increasing recognition of the burden and cost for the healthcare delivery system in
providing services for people with multiple chronic conditions and the lack of adequate
mental healthcare for these individuals is a real opportunity for mental health providers –
including peers – to promote recovery-orientated and wellness outcomes. There are already
efforts at training peer wellness coaches, who can assist people in developing health-related
goals and maintaining a healthy lifestyle (Swarbrick et al., 2011). Peer-operated
organizations are already providing peer support for wellness (Swarbrick et al., 2011) – a
role that needs to be expanded as whole health becomes an important dimension of recovery.

Peers want to be recognized as professionals with standards and as a legitimate part of
mental healthcare (Hermann & Palmer, 2002) and perhaps healthcare overall. But exactly
how the consumer/peer movement will find ways for peer support to be integrated into the
system while still remaining true to core values remains uncertain. Peer support is seen as
essential to a recovery-orientated and consumer-driven system, and influ-encing the entire
mental health system to be more recovery-orientated should be as important as creating a
separate, respected discipline or legitimate alternative treatments.

What the mental health system needs to do is to support the reality of individuals’ existence
as more than services users, more than consumers, more than people who need to be pulled
and pushed out of psychiatric disability into recovery. This is not a vision and it is not an
ideology – it is an acceptance of what we know to be true: that individuals who struggle to
connect with their existence, and are labelled ‘mentally ill’ are alive and human whether
they use the treatment system, are helped by it, are abused by it, reject it, or feel stifled by its
fundamentally flawed means of ‘engaging’ consumers in care. What individuals labelled
with mental health diagnoses need are the tools to engage in their own lives and the ability
to have a dialogue about their quest for recovery among the community. It is essential that
this be preserved in any overall healthcare reform effort – but there is genuine risk it will
not.

Recovery is a process, but if we’ re going to ‘transform’ our system, it should be around an
outcome such as optimal mental health and whole person wellness. Otherwise we are
redesigning a broken system around the idea that everyone is ‘doing their best’ and not
accountable to any standards except trying.

Promoting an international dialogue
All too often notions of American exceptionalism (Cox & O’Neil, 2008) result in the USA
isolating itself on matters of policy and practice from the rest of the world. Our healthcare
system is far different from that in any other developed country. While the recovery
movement has grown strong here, and recovery-orientated practices such as shared decision-
making and peer support are gaining recognition, validity and popularity – particularly with
the passage of the 2010 Health Care Reform Bill — the USA too often is not sufficiently
engaged with other developed and developing countries in our approach to recovery. For
example, some cross-national studies estimate that recovery-related outcomes are more
prevalent in developing countries (Hopper & Wanderling, 2000). In addition, other
developed countries, such as Finland (Seikkula et al., 2001) and New Zealand (O’Hagan,
2004) have much to offer us in terms of new approaches to recovery, community
integration, and alternatives to the medical model. At the same time there are potentially
valuable lessons to be learned from the US recovery movement – particularly the political
influ-ence of the consumer movement – to inform system development in other countries.

Ostrow and Adams Page 10

Int Rev Psychiatry. Author manuscript; available in PMC 2013 August 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



For instance, in Hong Kong the recovery movement is not as well developed as elsewhere
(Tse, this issue, pp. 40 – 47) and does not have the decades long history of the US recovery
movement. The USA must become more engaged in dialogue with other nations as
recovery-orientated practices spread across the globe, to both share our own experience as
well as learn from others.
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